Introduction
Reports of extrinsic obstruction of a major venous channel in the lower limb caused by compression from mass lesions 1-3 are uncommon; ~6 Pochelle et al. in 1991 reported the third case of venous obstruction associated with pelvic lipomatosis. 4 We report a case of right external iliac vein compression, not by pelvic lipomatosis but by a large discrete pelvic lipoma, this being the first known report of its kind.
Case Report
A 76-year-old female presented with a 20-year history of a swollen right leg ( Fig. 1 ) and was noted to have a large mass arising from the right iliac fossa, extending anteriorly downwards into the upper thigh. Her main complaints were of reduced mobility due to the marked swelling, and discomfort in the thigh provoked by walking. She had been treated previously for a case of chronic lymphoedema without undergoing investigation. A history of deep vein thrombosis in her right leg antedated this presentation by approximately 25 years.
On general examination she appeared to be quite healthy. A large smooth, firm mass could be defined in the right iliac fossa extending below the inguinal crease in the area of the femoral triangle, where it was quite tense. The right leg was grossly swollen and indurated, giving a picture of non-pitting oedema. Numerous dilated collateral veins were visible suprapubically.
A computed tomography (CT) scan delineated a Address correspondence to: A. A. B. Barros D'Sa. subcutaneous fat of the mons pubis. A magnetic resonance imaging (MRI) scan was performed in an attempt to delineate the mass further, and this confirmed the findings of displacement of the main deep venous channel by the lipoma, resulting in the formation of multiple collateral channels (Fig. 2) . There was no evidence of liposarcomatous change on MRI scan. As cam~ulation of a vein on the swollen limb proved difficult, venography was undertaken via the contralateral femoral vein, clearly demonstrating longstanding occlusion of the lower right external iliac vein with medial displacement. Duplex scans of the venous system were not accepted by the patient.
At operation through a high inguinal incision, the tumour was approached retroperitoneally and immobilised by blunt finger dissection. The tumour was seen to extend down to the inguinal ligament posterolateral to the common femoral vessels. A long femoral incision was necessary, further revealing the medial displacement and compression of the common femoral and superficial femoral arteries and the femoral vein, and allowing the lower component of the lipoma to be gradually freed. It could only be delivered upwards by dividing the inguinal ligament, which was later repaired. The external iliac vein was represented by a fibrous cord, while the femoral vein below the inguinal ligament was patent. The tumour boundaries were entirely in keeping with the previously described scans. Following excision of the obstructing lipoma,
The common causes of a unilateral chronically swollen leg can be venous: namely, venous obstruction syndrome, post-phlebitic damage to valves and residual venous obstruction, varicose veins and post-thrombotic syndrome; lymphatic: lymphoedema (primary or secondary), and miscellaneous conditions such as lipoedema, erythrocyanosis frigides and arteriovenous fistula. As in the case reported above, it had to be established whether the aetiology was venous or lymphatic. The history suggested a combined lymphatic and venous obstructive condition which required investigation. The features of iliac venous occlusion adjacent to the pelvic lipoma were fairly typical of the venous obstruction syndrome. The duration of time over which the lipoma had been responsible for venous obstruction can only be speculated upon. The symptoms were relieved except that the swelling of the leg, which had diminished visibly, did not return to complete normality, possibly in view of the chronicity of venous obstruction.
